
there was no washing-out period for the subtenon steroid

administered. Hence, out of the six patients enrolled,

four of them (66.7%) might undergo the antihypotony

surgeries superimposing with the ongoing anti-

inflammatory effect of the subtenon steroid depot. This is

a significant confounding factor. These inadvertently

overlapped medical and surgical managements may blur

the attribution that the observed postoperative

improvement was solely due to surgical manipulation.

If uncontrolled, it may imperil the reproducibility of the

proclaimed intraocular pressure-stabilizing effect of the

surgery. We would like to learn more from the authors

about their precautions against this important

confounding influence.
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Sir,
An evaluation of photographic screening for

neovascular age-related macular degeneration

We read with great interest the work of DAL Maberley

et al1 on the ‘Evaluation of photographic screening for

neovascular age-related macular degeneration’. The

authors were looking at the utility of colour fundus

photographs for identifying subjects with potentially

treatable neovascular AMD. While the methods, analysis

and conclusions of the study seem both convincing and

sound, the following is a suggestion, although meager,

we feel could be of value to the authors.

DAL Maberley et al used Kodak-chrome colour slides for

both stereoscopic and nonstereo images. Although

important in both documentation and diagnosis, the 35mm

colour fundus photos are slowly loosing their allure in

retinal imaging. Colour slides are being replaced by the

technologically more advanced digital fundus photography.

This imaging tool used to give a less detailed picture in the

past when compared to 35mm, however, with the recently

available 6.0 megapixel cameras, resolution of the photos has

been comparable if not superior to traditional cameras. Even

reference reading centres, such as the University of

Wisconsin Reading Centre is gradually switching to high-

resolution digital photography, replacing the gold standard

35mm slides. Advantages in digital photography comprise

better manipulation of the fundus image, including

magnification and colour filtering, and easier electronic

storage/e-mailing. Finally, despite an initial higher cost, the

digital camera’s on going financial burden is by far less than

film. We suggest to our authors embarking on digital

photography (stereo and nonstereo) for projects to detect

retinal pathology. This was proven both valuable and

effective in ample studies.2–4 Also, by using the different

image manipulation tools, the authors then might achieve an

even higher sensitivity and specificity than the one reported.
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Sir,
Response to Drs Salti and Khoury

We thank Drs Salti and Khoury for their thoughtful

comments. Certainly, digital imaging is taking an

increasingly prominent role in the setting of retinal imaging

and we expect that this approach will ultimately replace

film imaging. However, for our study, we were interested

in answering two specific questions that made film imaging

preferable. First, as there is little published data on the

evaluation of colour fundus photos for the identification

and triage of neovascular AMD, we were interested in

determining if this concept was viable. Hence, we desired

to use ‘gold-standard’ imaging and not to introduce a

second variable, that of digital imaging. Second, our goal

was to evaluate both stereo and nonstereo images sets and,

for this purpose, Kodachrome stereo imaging is well-

establishedFdigital stereo imaging techniques are still

evolving. We also like to caution readers about the use of

digital manipulation tools during the process of image

interpretation. Depending on the algorithms used, data and

potentially diagnostic accuracy, can be lost with contrast

enhancement tools and sharpening filters.
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Sir,
Decentration of a foldable single-piece acrylic IOL

within the capsular bag

Decentration of intraocular lenses (IOLs) may cause

diplopia and functional aphakia. In-the-bag fixation and

an intact curvilinear capsulorrhexis are advocated to

minimise decentration.1,2 Sunset syndrome refers to cases

where capsular or zonular disruption allows downward

IOL displacement.3 We describe a case of sunset-like

decentration due to optic–haptic adhesion, in the

presence of intact zonules and in-the-bag fixation.

Case report

Following routine phacoemulsification, a single-piece

acrylic SA60AT IOL (Alcon Ft Worth, TX, USA) was

injected into the capsular bag using a Monarch cartridge.

During insertion, the haptic was noted to be folded

behind the optic. The optic appeared to be centred at the

end of surgery.

At 1 month postoperatively cystoid macular oedema

was noted, but no comment made regarding IOL

centration. At 2 months postoperatively, the optic was

noted to be decentred 2mm inferonasally within the

capsular bag. No zonular disruption was detected

(Figure 1). The capsulorrhexis was well centred in the

visual axis.

To reposition the IOL, the capsule was separated from

the optic with viscoelastic. When the IOL was freely

mobile, optic–haptic adhesion was noted. The adherent

haptic was released, resulting in recentration of the lens

(Figure 2).

Comment

Injectable IOL implantation is popular due to ease of

insertion, smaller incision size, and avoidance of IOL

contact with the external eye. Hydrophobic acrylic IOLs

are favoured as they induce less capsular fibrosis.4 In

comparison to three-piece IOLs, optic–haptic adhesion

may be more common with one-piece acrylic IOLs due to

stickiness and flexibility of the haptics.

Implantation with the Monarch cartridge requires the

haptic to be purposely placed on the optic, and the IOL

undergoes compression and rotation within the

cartridge. Compression of the IOL may be increased by a

tight incision, and viscoelastic may influence optic–

haptic adhesion. Asymmetric capsule contraction, when

there is incomplete capsulorrhexis apposition to the optic

surface, may exacerbate optic decentration. Late

reopening of the capsular bag is more difficult with

acrylic biomaterials due to tenacious capsule–optic

adhesion.5
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